HIV and poor mental health are intricately related. In settings of poverty, both are often rooted in structural factors related to material and social deprivation. We performed a qualitative analysis to understand factors contributing to poor emotional health and its impact among impoverished Peruvian HIV-infected individuals. We conducted focus group discussions with patients and providers consisting of semistructured, open-ended questions. Qualitative analysis provided insight into the profound impact of depression, isolation, stigma, and lack of social support among these patients. Living with HIV contributed significantly to mental health problems experienced by HIV-positive individuals; furthermore, long-standing stressors-such as economic hardship, fragmented family relationships, and substance use-shaped patients' outlooks, and may have contributed not only to current emotional hardship but to risk factors for contracting HIV as well. Once diagnosed with HIV/AIDS, many patients experienced hopelessness, stigma, and socioeconomic marginalization. Patients tended to rely on informal sources of support, including peers and community health workers, and rarely used formal mental health services. In resource-poor settings, the context of mental health problems among HIV-positive individuals must be framed within the larger structural context of poverty and social exclusion. Optimal strategies to address the mental health problems of these individuals should include integrating mental health services into HIV care, task shifting to utilize community health workers where human resources are scarce, and interventions aimed at poverty alleviation.
Introduction
Mental health services remain underfunded, understaffed, and underutilized in both developed and developing settings despite the growing burden of mental health illness. [1] [2] [3] [4] [5] Compared to developed settings, resource-poor settings have a greater number of individuals who need but who do not receive mental health services. 3, 5, [6] [7] [8] [9] In populations where poverty and gender-based inequality are endemic, further instability due to economic crisis, conflict, and natural disasters compound the detrimental effect of limited or no mental health services. 1, [10] [11] [12] [13] [14] [15] [16] [17] [18] The co-occurrence of mental health disorders with other diseases of poverty also contributes to excess morbidity and mortality. 19 Numerous mental illnesses result in a greater risk of becoming ill and worse disease outcomes. 19 Conversely, the psychosocial and economic impact of living with a chronic disease increases the risk of suffering from a mental illness, such as depression or a substance use disorder.
A wealth of literature exists describing this complex relationship between mental illness and HIV. People living with HIV (PLWH) suffer a greater burden of mental illness, suicidal ideation, and suicidal attempts than the general population. [20] [21] [22] [23] [24] [25] [26] In turn, depression and substance use disorders are associated with faster immunologic decline and greater mortality, due to both immunologic and behavioral factors. [27] [28] [29] [30] [31] [32] [33] [34] [35] [36] [37] [38] [39] [40] [41] [42] [43] Equally as important is the impact of trauma, such as childhood sexual abuse and interpersonal violence, on subsequent mental illness and HIV risk behavior. [44] [45] [46] [47] Once diagnosed with HIV, such individuals may be further traumatized by HIVrelated discriminating and/or stigmatizing events or by the diagnosis itself. 24, [48] [49] [50] [51] Individuals who have experienced prior or ongoing trauma are, in turn, at increased risk of depression, treatment nonadherence, and poor clinical outcomes, including virologic failure and mortality; these findings have been observed across a wide variety of populations in resourcerich and resource-poor settings. 36, 49, [52] [53] [54] [55] [56] [57] [58] [59] [60] The effect of mental illness on HIV treatment behavior is multifaceted and complex. Nonadherence can result from feelings of apathy and hopelessness, self-neglect, forgetfulness, and lack of motivation to adhere to medical recommendations. 61, 62 In addition, individuals may not engage in their HIV care because of distrust toward providers and acquaintances, often related to stigma and the threat of violence or rejection related to disclosure. These avoidant strategies, internalized stigma, and deepening mental illness result in smaller and less effective social support networks, making all types of stressors less managable and treatment adherence a greater challenge. 48, 56, [63] [64] [65] [66] [67] [68] [69] To contribute to the growing body of literature on mental health and HIV, we explored the relationship between mental health and HIV from the perspective of impoverished Peruvian individuals living with HIV and their medical providers. The objective of this qualitative study was to understand factors contributing to poor mental health and to identify sources of emotional support among individuals living with HIV.
Methods
This qualitative analysis is part of a prospective study whose main objective is to assess the effectiveness of a communitybased intervention of psychosocial support to improve highly active antiretroviral therapy (HAART) adherence in a cohort of AIDS patients in Lima, Peru. Since 2005, the Peruvian National HIV Program has collaborated with a nongovernmental organization, Socios En Salud, to implement a communitybased intervention (Community-based accompaniment with supervised antiretrovirals [CASA]) aimed at improving adherence among Peruvian patients initiating HAART for the first time. Ninety-five adult participants were enrolled from November 2005 to February 2007. Although priority was given to patients with active tuberculosis and women, any individual with AIDS living in extreme poverty was eligible. Patients meeting criteria were consecutively identified and referred by Ministry of Health HIV providers. Individuals signed informed consent to participate in this study. The cohort, intervention, and outcomes are described in greater detail elsewhere. 70, 71 
Data Collection and Analysis
A qualitative study was conducted using multiple methods to allow for triangulation and verification of research findings. Investigators trained in ethnography carried out participant observation during the 3 years of the project among health promoters, providers, and patients and took place in a variety of settings, including health establishments and in patient homes. In addition, we conducted informal interviews with the study team, DOT workers, patients, and health care personnel participating in the project. Field notes from participant observation and notes from interviews were analyzed for theme and content and findings were used to develop semistructured interview guides for focus group discussions. Four focus group discussions consisting of semistructured, open-ended questions were conducted in February and March 2007. The objectives of the focus groups were to identify factors contributing to emotional problems among HIV-positive individuals and identify sources of emotional support among HIV-positive individuals. Questions for each focus group were prepared prior to the sessions and reviewed by the team. Focus groups were held separately with 6 HIV-positive men, 4 HIVpositive women, 4 community health workers, and 5 health care professionals. Participants were selected by asking the project coordinator to identify 4 to 6 candidates for each group, specifying only that the participants should be people who would be likely to speak openly in a small group and that they should be representative of each group. The project coordinator identified candidates and all were approached. Oral consent for participation was obtained using a written script. All individuals agreed to participate in focus group discussions. Interviews were led by a social worker trained in conducting focus group discussions, with an observer present. Both the facilitator and observer took notes and the sessions, lasting on average 1 to 2 hours, were tape-recorded. Interviews were transcribed and reviewed by the facilitator to confirm accuracy.
Spanish transcripts were coded for theme and content by an individual fluent in Spanish (Y.W.). Coding was reviewed and confirmed by a second individual (S.S.); discrepant codes were discussed by both individuals and resolved. Domains identified in this process were used to code transcripts of focus groups; additional domains were added if necessary. One drawback to the use of ethnographic methods is that they often rely on the use of a small, nonrandomized sample. This is true in the study reported here; however, participants were chosen to be representative of their groups, and results were used to complement quantitative findings.
Ethical Considerations
This study was approved by the Partners Human Subjects Committee at Brigham and Women's Hospital, the Ethics Committee of Lima Este health district of the Ministry of Health, and the Institutional Review Board (IRB) of the Peruvian National Institute of Health. Study participants were screened monthly for psychosocial stressors and referred for appropriate mental health care. The study team was trained to immediately intervene if any life-threatening event (eg, suicidal or homicidal ideation or attempt) was identified at any point in the study.
Results
Narrative data from focus group discussions with patients and providers provided insight into the impact of prior and current trauma, stigma, and lack of social support among PLWH. PLWH attributed their emotional problems to living with HIV but also cited earlier experiences-as early back as childhood-as contributing to their current emotional problems. Numerous patients described past or present households characterized by violence, sexual trauma, conflict, and lack of affection. In fact, health promoters reported that 24% of patients participating in this project had disclosed having experienced domestic violence to their promoters. I was sexually violated when I was eight years old. My father died when I was 12 years old. I was left alone to wander the streets of Lima. Male patient I want to go but I don't have enough money to pay rent. I need a job or capital. If I leave, I will have nothing. He intentionally limits the money he gives me so that I cannot leave.
Female patient
My partner threatens to kill me because I refuse to sleep with him. He has been threatening to do something to our seven year-old daughter . . . . He even threatened to burn the house down while we were inside. He was dousing the house with kerosene but a neighbor caught him. Female patient
The reasons behind one's behavior are the situations that one has lived since infancy, those that we have not overcome that accumulate and then begin to manifest as a disorder . . . there's also abandonment of the father, sometimes the mother as well. Health promoter Alcohol abuse within the household, either in the past or present, contributed to problems including domestic violence and difficulty with adherence to medications.
My mother likes to smoke [cocaine] and every time that she's high, she starts to insult me. For me, this is a psychological trauma . . . . My life has been very sad because she would fight with my father and sometimes she would beat me. Female patient
In the case of Carlos, he is a very unstable guy. He likes to drink . . . I think that [his emotional problems] come from his family in general, from the very beginning . . . his father was an alcoholic, and he lived with his father throughout his childhood.
Health Promoter
My first patient was a very irresponsible man. He didn't go to the hospital because he drank . . . He did not go to pick up his pills. He told me he was going to go, but he didn't even go the following day, either. Health promoter Pervasive poverty affected not only the emotional well-being of HIV-positive patients, but also limited their ability to adhere to their HIV care. Many individuals had lost their employment after becoming ill and expressed stress because of their inability to provide for their children. Patients were unable to take their medications or attend medical appointments because they lacked food or money.
It was very difficult because I found myself economically depleted. I didn't have help from anyone . . . so for me for the doors were closed because I didn't have a cent. Male patient There are days when you find [patients] very depressed, and I've observed that sometimes, maybe they don't have any money to get around, or maybe they don't have any money to look for work. Health promoter If a patient has no resources, obviously he will not be able to make it if you give him a psychiatry appointment. He may not have anything to get to the hospital. Social worker Feelings of hopelessness, isolation, and rejection by family members due their diagnosis were an additional source of significant stress for PLWH. Disclosure was challenging for many patients. Some were unable to disclose their status. For others, conflicts within the household were exacerbated once family members learned of their HIV status. However, not all patients were rejected by family members after disclosing their status.
In the case of my patient, his parents don't know because they are old. His brother is a police. He is unable to overcome his fear [of disclosure] . . . I don't go to his house. We meet at distant sites. Health promoter I went to live at my brother's house, thinking it would be better, but his wife was disgusted by my disease. She threw dirty dish water at me and made me sleep on the floor. This pain led to my depression. I felt like a source of contagion, that they wanted me dead. Male patient Someone told the father of my child about my illness. He looked for me, and told me the truth: that I was bad. I wanted to poison myself. Female patient In addition to rejection after disclosure, public stigma toward HIV also contributed to patients' feelings of isolation, anxiety, and worthlessness.
In the hospital, there are many professionals that marginalize the patient. In the case of my patient who gave birth, the nurses didn't want to go near the baby. They wouldn't change her diaper and just left her there until she had diaper sores. They would say to the patient, 'I'm not your baby-sitter!' and make her feel terrible. Health promoter Everywhere, in all places, there are people who gossip.
Female patient
Despite the adversities they faced, patients also described their efforts to improve their health, drawing from internal sources of strength-such as their love for their children and spirituality. Initially, I felt awful. I didn't want to live after learning my diagnosis. But Judith [a peer counselor] told me ''I also have this illness. See how I'm still working, and you can too.'' But I didn't believe that she was also [HIV-] positive. Then I went to the hospital and there were other new patients, also with depression, even worse off than I. I found myself encouraging these others, to stay strong for their kids. I liked trying to help them, to advise them that they can keep going . . . . I started working at the hospital as a counselor.
Besides being a [health] promoter, she's like a sister. I trust her. We hug, laugh, and we tell each other our problems. 
Male patient
Peruvians think only crazy people go to psychiatrists. If you ask someone to see a psychiatrist, they'll say ''I'm not crazy.'' There's a negative connotation. With friends, you can ask for help, for support to face your problems . . . . HIV physician As a professional, I could say that patients need psychological support . . . but for the patient, psychological help doesn't matter when what she needs is food, transportation, clothes, milk for her baby. HIV nurse
Discussion
Our qualitative data suggest that long-standing stressors such as economic hardship, fragmented family relationships, and substance use all contributed to patients' current mental health problems. The precarious socioeconomic milieu of poverty likely placed these individuals at increased risk of trauma, substance use, and, ultimately, HIV. Once diagnosed with HIV, many patients experienced hopelessness, stigma, and further social fragmentation from disability, unemployment, and family rejection. The stigma of HIV infection often led to rejection by family and friends, subsequent social isolation and negative self-image culminating in feelings of depression, illustrating the vicious cycle of depression, poverty, and illness. For individuals who grew up in dysfunctional households, violence and family conflict were often perpetuated in their current households.
Despite the stigma toward HIV and risks of rejection after disclosure, patients tended to rely on sources of support within the community, including peers and community health promoters, rather than using formal mental health services. The emotional and instrumental support provided by community health promoters often replaced social networks that were destroyed or weakened through disclosure and subsequent rejection.
These results triangulate with our quantitative findings. Baseline assessments of study participants revealed that 25% of individuals reported suicidal ideation in the past month and the majority screened positive for depression, based on the Hopkins Symptom Checklist. 71 Among women in this cohort, depression was associated with HIV-related stigma and food scarcity, an indicator of poverty. 72 Our data are limited in several respects. First, our focus groups were conducted among only CASA participants. Although the interviews occurred early into the project, their participation in CASA may have biased their perspectives. However, it is likely that individuals without this support would have reported even greater challenges related to mental health problems. Second, participants may have been inhibited to discuss sensitive topics in focus groups. We are reassured that the findings from focus groups triangulate with data collected from participant observation and quantitative analysis. Finally, we did not include an HIV-negative comparison group.
Our results suggest that mental health problems among individuals living with HIV may have deep roots in poverty and marginalization, further exacerbated by becoming ill with HIV/AIDS. A thorough understanding of the extent and types of psychosocial needs among poor HIV-positive patients is necessary to inform interventions aimed at improving clinical and mental health outcomes.
The high figures of untreated mental health illness and its impact on physical health outcomes, particularly among PLWH, have contributed to growing consensus that mental health services must be integrated into primary care and HIV prevention and treatment programs. 8, [73] [74] [75] [76] [77] [78] [79] Among PLWH, numerous formal psychological and psychiatric interventions have been shown to be effective. [80] [81] [82] [83] [84] [85] [86] [87] [88] [89] However, these services remain underutilized due to multiple factors including patients' reluctance to use formal mental health services, lack of trained and receptive providers in mental health, and overly specialized mental health services that are difficult to access due to barriers of poverty and vertical health systems. 3, [90] [91] [92] [93] Task shifting and decentralization of mental health care has been promoted to address these barriers by encouraging the training of primary care doctors, nurses, or community health workers on mental health concepts particularly on a community level. 3, 7, 12, 17, 78, 92, [94] [95] [96] [97] [98] Our data support this approach, and our quantitative findings suggest that community health workers could be a key link to identifying mental health problems, providing informal emotional support, and linking patients to formal services. 70 Finally, in resource-poor settings, the context of mental health problems among HIV-positive individuals must be framed within the larger structural problems of poverty and social exclusion. Optimal strategies to address the mental health problems of these individuals should include interventions to improve their economic status. 15, 99 
